JOINT DISCUSSION No. 7 section of $urgerV anb section of (Iebicine Chairman-GEORGE E. GASK (President of the Section of Surgery) [March 7, 1934] DISCUSSION ON HEMATEMESIS Dr. Adolphe Abrahams: The most common cause of htematemesis is an acute or chronic peptic ulcer, and in this connexion one may include those instances of haematemesis which occur without any previous history of indigestion or with the irregular dyspepsia of the kind attributable to chronic appendicitis when an acute ulcer is also responsible. The frequency of haemorrhage from peptic ulcer is substantially below that originally accepted. Of gastric ulcers about 20% exhibit hamatemesis or melhena or both-25% in the case of duodenal ulcer-so that haemorrhage is a familiar but far from pathognomonic symptom.
Other gastric causes include carcinoma of the stomach and rarely occurring innocent tumours, such as papillomata, myomata and angeiomata. Whilst some degree of gastric bleeding is universal in a malignant growth of the stomach, a frank hamatemesis is comparatively infrequent; Balfour, of the Mayo Clinic, states that it occurred in 8% of the cases that underwent operation.
Haematemesis is a common and early symptom of cirrhosis of the liver; it is one of the cardinal features of splenic anaemia and the stomach is one of the commonest situations for hwemorrhage in the conditions which are conveniently comprised as the hwemorrhagic diathesis. Beyond mentioning the possibility of an aneurysmal leak into the cesophagus, other excessively rare causes for hematemesis may be ignored as less appropriate to a discussion of this character than to a compilation by a medical student of a list of causes for examination purposes.
The recognition of hwmatemesis rarely offers any difficulty. Blood from the nose or lungs sometimes presents a temporary uncertainty. Occasionally, whether as the result of an honest mistake or of deliberate deceit, the material vomited may be misinterpreted. But in any instance of gross haematemesis, quite apart from the accompanying anaemia blood in the stools will always be forthcoming, either as melsena or as occult blood, even if no other evidence is available.
SEPT.-JOINT Dis. No. 7-1 If I have rightly estimated the primary purpose of this discussion, it is to distinguish those examples of haematemesis which are to be regarded as one of the unappropriated blessings of the physician from those which are the perquisite of the surgeon. To that extent differential diagnosis of the causation of the hamatemesis is pertinent, but having regard to the character of the conditions which are usually encountered and which I have almost perfunctorily enumerated, any further details would be superfluous. I feel that I can best avail myself of the privilege of introducing this subject by suggesting the lines along which the subsequent discussion might run, and leaving to those more experienced than I the task of dealing at length with the details. My colleague, Dr. Izod Bennett, will welcome the opportunity to consider the treatment popularly termed "medical," which might more suitably be described as " non-surgical."
It is pertinent to recall that in 1924 the Sections of Surgery, Medicine, and Pharmacology and Therapeutics combined to discuss an important part of our present subject under a somewhat different heading I and it is interesting to observe what differences of opinion then existed not only between surgeons and physicians but between surgeons or physicians inter se. What change in thought and opinion have the last ten years induced in regard to the treatment of hwemorrhage from peptic ulcer, the subject of the symposium in 1924, and the predominating element in our discussion to-night? Advances in hamatology have had their influence in improving technique in blood transfusions and, as a consequence, in extending its therapeutic range. The more efficient administration of iron salts is now applied to the secondary anaemia of heematemesis, as in the microcytic anmemia of Witts for which they are so eminently suitable. If I may interpose a personal opinion, I would say that we have learned to accept with comparative equanimity a degree of antnmia which at one time would have induced panic and an irresistible impulse towards some urgent and desperate life-saving measure. I recall the dictum that life was impossible with a haemoglobin level below 25%. I should be sorry indeed to place on an experimental basis a determination of the lowest hbemoglobin value with which existence is just possible, but it is a very familiar experience to see values below 20% in patients whose adjustment to this level is tolerably comfortable, and whose attachment to life, if precarious, is still at least sufficiently evident .to deliver us from a terror that they are beyond aid if any further bleeding should occur.
To-night, as in 1924, I do not doubt that the chief discussion must refer to the comparative risks to life of hbematemesis and of operations upon exsanguinated patients during or soon after hbemorrhage. It is evident from the contemplation of published figures that considerable difference of opinion still exists as to these mortality rates. Conybeare's investigation of the Guy's Hospital records from 1911 to 1920 revealed 23 deaths from hematemesis in 600 cases. Stewart's statistics for 9,000 consecutive autopsies gave an almost similar result, leading to the conclusion that the mortality from severe gastric hamorrhage is 2-5%.
Bulmer's figures are, however, less reassuring to the physician. His investigations comprised the experience of one large provincial hospital, extending over thirty years, and of the 578 patients admitted for severe haematemesis from peptic ulcer during that period, more than 10% died, the death-rate among men being at least double that among women.
Our surgical colleagues will be prepared with figures with which to comnpare the preceding, and our combined efforts should naturally be directed to the identification of such sufferers as would inevitably die if left without operation, a certain number of whom surgical intervention would assuredly save. It has been repeatedly pointed out that the patients who die are those who manifest continued or recurrent bleeding and that the single large hamorrhage rarely kills; that the older the patient the higher is the mortality; and that males are in greater danger than females.
With these reflections before us, we may establish it as an axiom that an indication for operation during haemorrhage is the occurrence of bleeding from a chronic ulcer in a patient whose arteries are so degenerate that they are unlikely to contract sufficiently for satisfactory plugging by thrombosis.
Yet I do not feel convinced that the position can be summed up so simply as that. Are there not other acute lesions in which haemorrhage cannot be stayed by so-called medical measures and in which some sort of operative procedure must be contemplated? It may be replied that when laparotomy has been performed in such cases no localized lesion could be identified permitting of effective treatment. With such experiences in their memories, surgeons probably still prefer to let these patients take their chance albeit a desperate one: and yet since a certain number of these patients inevitably die, one asks if recognition of this special group encourages any new surgical approach.
Apart from surgical emergencies we shall also feel called upon to debate the advantage of operation to obviate future bleeding. Undoubtedly certain individuals with ulcer appear to have a special tendency to bleed and in this respect a familial element has been identified. Women too tend to bleed more readily than men, a factor which may influence decision. Hurst maintains that the liability to hemorrhage is just as great after an operation has been performed for peptic ulcer as after medical treatment, whether the patient has already had hamorrhage or not. In his experience, neither the occurrence of haemorrhage in the past nor the danger of hemorrhage in the future in a patient with an ulcer which has not bled, can be regarded as in any way pointing to the desirability of surgical rather than medical treatment. With this, I anticipate, agreement will be far from universal. Inter alia, it will perhaps be contended that the unsuccessful operations planned to obviate future hbmorrhage were wrongly planned, a circumstance which does not animadvert against surgery as a principle. Dr. Robert Hutchison, the Chairman of the 1924 symposium, expressed his belief that if a discussion on this subject were held ten years later it would be found that practice had swung more and more in the direction of those surgeons who favoured attack upon the bleeding point. Apart from peptic ulceration, surgery has no place in the treatment of other causes of hmatemesis, except when splenectomy is advisable, and the value of this procedure in splenic anaemia and the hemorrhagic diathesis is almost beyond debate. Yet I anticipate a certain difference of opinion as regards the indications, more especially if other examples are forthcoming to supplement the very striking pair described by Wood and Gideon. Their patients were young men, aged 30 and 32 respectively, suffering from splenic antemia for which splenectomy was performed. In one instance hsematemesis did not occur at all until three and a quarter years after splenectomy, following which death took place seven months later. In both instances temporary improvement followed the operation but, in both, subsequent hiematemeses were frequent and profuse. At autopsy, multilobular hepatic cirrhosis was found with large varicose veins round the lower part of the cesophagus.
If such examples can be multiplied it would be open to doubt whether splenectomy can prevent or retard cirrhotic changes in the liver; and search after the particular indications for this operation in splenic anwmia would be urgently indicated.
Whilst pyrexia cannot be regarded as the usual expectation during convalescence from hsematemesis, a certain degree of otherwise unexplained fever occurs sufficiently frequently to admit of a direct association and to be accepted as demanding no particularly anxious search for a more obscure cause. The most obvious explanation is the presence of blood-clot in the colon, with bacterial decomposition and the absorption of products of putrefaction. An alternative explanation is the infection of the ulcer itself, in support of which it has been advanced that pyrexia sometimes precedes the actual hvemorrhage. I suggest that the obvious is the more probable although the second explanation is not to be summarily dismissed. It is at least peculiar that, if stagnating blood-clot is responsible, pyrexia is not more frequent, or even universal, in bhmatemesis. In my experience, examples of protracted pyrexia are more often encountered in women. I have three almost identical instances in one ward at the present time, yet beyond their sex there is no apparent common factor and nothing distinguishing them from cases of bh%matemesis which are apyrexial throughout.
There is one special feature of ophthalmic interest relating to gastric haemorrhage. Whilst blindness may follow any severe hemorrhage-presumably from insufficient blood-supply to the nerve centres and retina-complete restoration of sight is almost invariable. But, hbmatemesis shares with hbemorrhage from the uterus a peculiar and more serious importance, in that on rare occasions amaurosis-which may not develop until a fortnight after the haemorrhage-may be not only complete but permanent. Leber explains this as due to extravasation of blood at the base of the skull and into the sheath of the optic nerve, but what connexion can be traced between hbmatemesis and such an occurrence ? Neuritis is a more probable explanation, and hydramia as responsible for the neuritis, since as unilateral cases have been described the primary lesion must be peripheral. Pergens has collected 50 cases, in 86% of which the patients remained permanently blind. He says that the sex incidence is two to one in favour of males. I myself have encountered two examples in elderly women. It is clear that whatever the explanation, extensive hbwmorrhage per se cannot be exclusively indicted or more examples would certainly be described especially by military surgeons. And although there is, admittedly, some relation to the stomach, it is evident, having regard to the rarity of the lesion after hbmatemesis, that there must be some pre-existing factor or condition of supreme aetiological importance.
Mr. G. Gordon-Taylor.-No clinical misbap is more dramatic, and none is more productive of alarm to the patient and consternation to the onlooker, than is the vomiting of blood; nor perhaps has any phenomenon a more varied or multifarious pathology. Although in a surgeon's mind ulcer-haemorrhage may be foremost of the long list of conditions that are associated with hsematemesis, a less hasty and more discriminating contemplation will remind him of the formidable collection of morbid states of which this symptom may be the most conspicuous feature.
Discrepancy of statistics.-Statistics concerning the relative frequency of the various pathological states associated causally with hematemesis exhibit much diversity in different countries, and even in the experience of authors in the same country; they can vary widely in different institutions in the same town: there appear also to be divergencies of opinion according as the figures are culled from the records of medical or surgical workers. Thus Pauchet [1], of Paris, affirms that 90% of the cases of profuse hmmatemesis concern gastroduodenal ulceration, and that only 10% of the hmorrhages are due to hepatic, splenic, or appendix disease ; from the same city, however, emanate the findings of Gutman and Demole [2], who, utilizing the statistics of the Salp6tri6re, found that gastric and duodenal ulcer is the cause of only 19% of the cases of hbematemesis investigated. Gastroduodenal [4] of Vienna thinks that out of every hundred grave haemorrhages from the stomach, in 98 the source is some large artery in the gastric or duodenal wall, and that in only 2% can the liver or spleen be inculpated.
In this country Charles Miller [5] has given an exhaustive series of conditions which may produce hiematemesis. Apart from ulcer of the stomach and duodenum, there are included such pathological states and causes as trauma, corrosive poisons, mitral stenosis, endocarditis, miliary tuberculosis, cirrhosis of the liver, syphilitic disease of the liver-possibly associated with syphilitic gastritis-hyperpiesia, cancer of the stomach, and gastrostaxis. To this list he has added some causes of greater or smaller surgical significance, such as cholecystitis, a fibrous deformed appendix, the gastric type of visceroptosis, the "cesspool colon," and certain diseases of the spleen. Even this does not complete the morbid catalogue, for there are still conditions which may exceptionally determine haematemesis. Jonathan Hutchinson, Junr.
[6], drew attention in 1910 to those rare cases of gastric hiemorrhage of septic origin. Whether these complicate the post-operative course of some surgical intervention or whether they originate apart from surgery, they are of grave prognostic significance, and their appearance is usually, if not invariably, the harbinger of the approaching end. Such cases are hardly likely to be considered as amenable to surgical intervention.
With the exception of the ulcer-himorrhages, there can scarcely be an occasion when urgent surgery may legitimately be discussed as a method of hwmostasis, and the oppressive burden of pathology recorded in the foregoing paragraphs must give the would-be operator cause to think again and yet again before deciding to intervene surgically during acute ha3morrhage from the stomach.
Whether surgery "d froid " is the appropriate measure for a particular case of haemorrhage due to a gastric carcinoma can only be determined after radiological examination, and in most cases the possibility of removal-the only measure of real value-can only be settled after laparotomy; the hemorrhages of splenic anemia are not always permanently arrested by the removal of the spleen, and the operation, which may require considerable technical skill, demands also some forethought, perhaps preliminary radiation, and the employment of expert hoematology, not excepting a minute enumeration of blood-platelets.
In these cases, and in diseases of the gall-bladder or appendix, and in cases of essential thrombocytopenia, surgery performed at the time of election may indeed play a useful and curative part, but in most of the other conditions associated with hsematemesis which have been mentioned, operative surgery can belong only to the ignorant, the commercial, or to the experimentalist, and will naturally be dismissed from further consideration by any surgeon of judgment.
Before any decision is taken on the matter of operating for, and in the presence of, a severe himatemesis, the greatest caution must be exercised to ensure absolute accuracy in the diagnosis of the causation of the hwmorrhage. There are, as has been shown above, many conditions which produce hamatemesis, but the only pathological state which justifies urgent surgery is that of bleeding from a chronic ulcer. There should preferably be clinical, radiological-even biochemical-evidence of the existence of a chronic ulcer, or if the details of the patient's previous history are not available, the anamnesis should leave in the observer's mind no doubt as to the existence of a chronic ulcer of stomach or duodenum, and no uncertainty as to this being the source of the cataclysmic menace to the patient's safety. Nothing that fails to conform to this standard should be regarded as a pretext or as an indication for operating; for surgery misdirected can only jeopardize most grievously the patient's life.
Papin and Wilmoth [7] insist that though timely surgery may alone be capable, on occasion, of saving certain lives, it demands a combination of the highest clinical judgment and no inconsiderable technical competence.
The role of surgery in ha3morrhage of ulcer-origin.-Is surgery to be employed as a prophylactic measure against the hemorrhage of gastroduodenal ulceration ? An answer to this question would appear to depend upon: (a) The incidence of hmemorrhage in connexion with ulcer; (b) the risk to life with which ulcerhaemorrhage is fraught, and (c) the prospective mortality of any surgical measure contemplated.
(a) The incidence of h?mnorrhage: A history of hasmatemesis or melena or both was obtained by Hurst (b) What is the risk to life from ulcer-hwmorrhage ? Conybeare [12] affirms that only 2% of patients with ulcers that bleed die of hbmorrhage; so that the risk of loss of life by bleeding from an ulcer is only about 1 in 400 or thereabouts.
On the other hand, Ernest Bulmer [13], of Birmingham, found that out of a total of 249 cases of haematemesis due to chronic peptic ulcer, death occurred in 29-a mortality of 11'6%: 89 of his cases were males, and of these 15 died-a mortality rate of 16-8%. In an editorial in the Britt.sh Medical Journal at the end of 1929 [14] the ominous statement is made that in 20% of ulcer cases the patients die of bleeding if not treated surgically. Although the extravagant claims made for the safety of the medical treatment in peptic ulcer may not be substantiated, the chances of any patient with ulcer dying of hmmorrhage should not be more than 1 in 60, but this risk will naturally increase with the length of the history and the chronicity of the ulcer. The decision in favour of surgery in peptic ulcer is not likely, however, to be determined on the question of prophylaxis against hemorrhage. In the case of gastric ulcer, chronicity, the menace of malignancy, severity of pain, incapacity for work, etc., are more likely to be the deciding factors.
There is at the moment a bias in favour of an expectant attitude in the case of a duodenal ulcer. Many are " abstentionists," regarding as indications for operation only stenosis, a large crater, duration of existence, perforation, and hbemorrhage. The only operation which is going to confer an immunity from hEemorrhage is a resection, and in the case of duodenal ulcer I feel inclined to waive any plea for a preventive operation of this character until a time when the patient may genuinely be said to have earned his operation.
Does a history of hemorrhage constitute an indication for surgery in chronic peptic ulcer? The authoritative opinion of D. P. D. Wilkie [15] favours medical treatment for the first haemorrhage, and in the event of a second bleeding it is recommended to wait for ten days after it has ceased and then to operate. It is admitted, however, that three patients died during the second htematemesis.
The -mortality of cases of -hwmatemesis -from-chronic ulcer of stomach or duodenum treated medically at the Middlesex Hospital from 1924-1933 inclusive, and in which a second large haemorrhage occurred, was no less than 78%, and with each successive bleeding the death-rate mounts higher. This seems to indicate the need of surgery before a second haematemesis occurs. Even Bulmer [131 avers that in the event of hiematemesis being followed by the presence of occult blood in the stools for some weeks, surgical interference should be utilized without delay; this opinion coincides with the view of Charles Bolton [161 based upon a wealth of experience which makes it of supreme value.
Does active hemorrhage from a chronic peptic ulcer, whose existence is beyond cavil, require surgical treatment during the bleeding, or is surgery best practised after the bleeding has ceased?
It is doubtless more convenient, and less harassing and disturbing, to operate with deliberation at the time of election after the first bleeding has ceased. But how do we know that it will cease and when it will cease ?
Dr. Robert Hutchison [17] when summing up the debate on the treatment of severe gastric and duodenal ha3morrhage in 1924, stated that in his own practice he had followed the teaching of Mr. Sherren and did not advise operation while bleeding was persisting, but recommended interference not later than forty-eight hours after it had ceased. Hutchison had several times repented having waited longer than fortyeight hours, for he could recall several cases in which the patients had died through delay in operating. He opined that in ten years from 1924 the tendency of treatment in grave haemorrhage would be towards a direct attack while bleeding was going on.
Is urgent surgery ever required in connexion with active halmatemesis ? Hans Finsterer [4] regards bleeding from a chronic ulcer as an imperative indication for immediate surgery. With most surgeons it is the repetition of bleeding that demands operative interference, but Finsterer regards.haematemesis as almost as urgent as a perforation. The failure of surgery " 4 chaud" in the hands of other operators (Savariaud had an operative mortality of 62%, Tuffier 36%) has been the result of late interference in cases treated unsuccessfully by medical measures. In the experience of the Viennese surgeon, operation must be performed witbin forty-eight hours, and preferably within the first twenty-four hours; therefore the third day is the critical day, and the mortality goes up enormously after this. Finsterer Gur, following the same plan of early operation, had a mortality rate of 11%, and Bohmanson of 20%.
My own attitude towards these cases is divisible into four periods. (a) A period from 1919 to 1924, when I was still profoundly influenced by the dramatic results of blood transfusion, to which I had been introduced during the Great War, and of which I had had considerable experience in France and Flanders. During this period of active surgical treatment of acute hamatemesis, 20 out of 22 cases recovered from operation-a mortality of 9% (18) .
(b) The period 1924 to 1926, during which operation was performed in only 10 cases of acute hiematemesis, with four deaths, i.e. a mortality rate of 40%. The high mortality rate may have been due to the fact that many were dealt with in institutions remote from personal supervision, and without all the arrangements necessary for adequate and repeated transfusion. A spirit of self-criticism and a disinclination to operate d chaud were tbereby induced. Nevertheless, the total in groups (a) and (b) amounted to 32 cases, with six deaths-a 19% mortality rate.
(c) A period of abstention from active surgery in these cases; this attitude coincided with the impetus given to the medicinal or alkaline treatment of ulcer, resulting from the papers of MacLean, and the booming of this ancient method of therapy in the lay press. During this period, the mortality of acute hlmatemesis from chronic ulcer which I saw in outlying hospitals and in private practice was enormous; there were no operations for active himatemesis at the Middlesex Hospital during this quinquennium.
(d) A period of renewed surgical interest in these cases, in which it is hoped that some information for guidance in the selection of the right case for operation a chaud may be accumulated,-the period of " opportunism." 
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Four of these cases of fatal issue have been excluded in computing the percentage of mortality, as the patients were completely beyond mortal aid. In many of the fatal cases, too little use may have been made of blood transfusion, and with increased employment of this form of therapy, some patients might have been saved from death. In the opinion of those who collated and analysed the cases for me, the condition of the ulcer at the time of death was such that for only about 12 out of the 16 patients could anything have been attempted in the form of surgery. The post-mortem room, however, shows the end-result of a process that might have been prevented or checked by timely surgery.
Of the patients who died, one was found to have, in addition, a new growth of one of the bronchi; a second died a few minutes after admission, from a gastrojejunal ulcer, and a third had a fairly extensive cancer of the lesser curvature of the stomach; a fourth died of hwmatemesis associated with a perforative peritonitis. There are therefore only 16 deaths in which surgery might have triumphed over medical methods, i.e. a mortality rate of 24%.
There are, however, certain other facts that have been elicited by the inquiry.
( There is, of course, no one type of operation which is appropriate to every case; the object of operation in these cases is to stop haemorrhage, and in my own first series this included such a variety of operative measures as gastrotomy with ligature of the bleeding vessel, pyloric occlusion and gastro-jejunostomy, cautery and gastrojejunostomy, sleeve resection and gastrectomy.
Are there any clear indications for urgent surgery for those surgeons who are "opportunists " or " interventionists " ?
(1) If there is pyloric or duodenal stenosis, operation alone may save life in the presence of haematemesis.
(2) Certain degrees of mid-gastric narrowing.
(3) The existence of a large or deep chronic ulcer, especially if the history is a protracted one, or the ulcer of penetrating variety.
(4) Super-added perforation.
Suggestions for surgeons operating for urgent hwmatemesis.
(1) Make decision at once: delay increases risk of operation. (2) There must be possibilities of unlimited blood for transfusion.
(3) Operate as far as possible under local anesthesia, reducing strength of solutions; in the event of extreme gravity of the patient's condition, dispense with splanchnic anEesthesia. General anesthesia to be the lightest possible.
(4) If there is much blood in the intestine, perform ctcostomy and practise lavage of the large bowel. Hsematemesis and perforation.-There is one group of cases to which a brief reference may be made. In a somewhat insignificant minority of ulcer habmorrhages there may be a concomitant perforation. The association is fortunately rare, for there is much truth in the dictum of Moses Behrend [19] : " Perforated ulcers bleed rarely; bleeding ulcers perforate only very exceptionally."
The two complications of a peptic ulcer may occur simultaneously and perforation will, of course, demand urgent operation, or the twin nature of the catastrophe may be discovered only during the course of the operation. The association of an active hoemorrhage will naturally call for some modification of the technique habitually employed in dealing with perforation of a peptic ulcer.
I have actively intervened for this syndrome, three times in connexion with gastric ulceration, and once for a bleeding and perforated duodenal ulcer. All four cases were dealt with by resection, and all four patients recovered. I have, however, dealt unsuccessfully with a perforated jejunal ulcer consequent upon a gastrectomy for duodenal ulcer; the jejunal ulcer was actively bleeding at the same time. In another case, after an exploration, I found it impossible to do anything for a patient with a bleeding gastro-jejunal ulcer, which still further complicated the clinical picture by eroding the transverse colon. In this last-mentioned case with its ghastly communications, a bloody flux composed of diarrhoea and putrid melhena, poured through the pathological anus into the stomach, whence it was rapidly ejected; the victim's sufferings were fortunately ended by death.
Haemorrhage from a peptic ulcer may precede perforation; the fatality of this combination and sequence of complications is prodigious. In these cases the enfeebled condition of the patient resulting from the haemorrhage may mask the ordinary clinical picture of a perforation which may fail to be diagnosed.
Finally, heemorrhage may complicate the progress of a successful operation for perforation. In my own experience the results have been calamitous, whether the bleeding has been attacked by surgical re-intervention or treated by medical measures. These hbmorrhages are usually ushered in by an increased pulse-rate and some elevation of temperature; they occur, as a rule, from seven to twenty-one days after the initial emergency operation. The hUmorrhage may originate from the sutured ulcer itself, from some other ulcer in the stomach, or it may be a diffuse parenchymatous bleeding from the gastric wall. In two cases of my own, this last-mentioned condition of the gastric mucosa was found, and both these ended fatally.
Is there any prophylactic measure against this most lethal combination of catastrophe ? Resection of stomach or duodenum can bardly be urged as a routine measure for perforated ulcer, though Alessandri [20] speaks well of it in early cases and, amongst others, Julian Taylor [21] has employed it in perforations of stomach-ulcers. In the hands of skilled and experienced surgeons it may be a sound measure, but an enormously increased mortality from perforated ulcer would result if this operation were regarded as the appropriate form of surgery in every case.
Post-operative hrmmatemesis.-This complication of gastric operations due to failure to occlude bleeding vessels in the stomach or intestinal wall is all but unknown to me, since I rarely, if ever, employ clamps. Indirect operations for peptic ulcer of stomach or duodenum may lead to hbamorrhage from the original ulcer, which is preferably dealt with by excision or exclusion. A fatal bleeding may take place from such a source, unless surgical re-intervention is employed.
Anastomotic ulcers.-If these are complicated by severe hemorrhage, the rules governing the treatment of peptic ulcers of stomach and duodenum should control the surgeon in this class of case. Amid3t the anxieties of a complex artificial pathology, if urgent operation should be required or undertaken, the least possible should be done at the time; h,mostasis alone is to be secured.
In conclusion, my post-war attitude towards these cases of ulcer-hoemorrhage has been first, that of an "interventionist," and then that of an "abstentionist." I have of late made trial of nledical measures in cases of hbematemesis of ulcerorigin, but have been disappointed by the appalling results of this policy of abstention. in the relatively limited number of cases with which I have been brought in contact. Sporadic cases of surgery practised during this period of abstention, in cases of acute haemorrhage, have on several occasions ended successfully, but apart from these beacon-lights showing the way, the mortality of the non-operated cases has been almost 100%.
However, I am taking comfort in the reflection that this series of cases with which I have been in recent years concerned must have been of a peculiarly grave character, and that I must have been as unlucky in my clinical material as I have been unfortunate in the treatment, or rather the lack of treatment, that I have advised. These results of mine are in contrast with the Middlesex Hospital figures relating to the non-operative treatment of hsematemesis. The Middlesex Hospital mortality in these medically treated cases, amounting to 24%, is almost identical with the figures collected by A. M. Cooke [22] from 191 cases of gastroduodenal hbemorrhage admitted into St. Thomas's Hospital during seven years. In 24-1% of these, the patients died.
These two sets of figures surely show that the medical' treatment of active bleeding from a chronic ulcer is still capable of much improvement. I would plead for closer co-operation between physician and surgeon in the conduct of these most anxious cases, so that some agreement may be attained as to which cases demand an expectant line of treatment and which can be saved by surgery alone. Every case has to be considered on its own merits or demerits; there can be no universal rule. Intercurrent illness, the previous habits and physical conformation of the patient, the personal courage of the patient as well as of the operator, the environment, and the technical skill of the surgeon; may all be factors which influence physician and surgeon in arriving at a decision as to the line of treatment. As in so many surgical undertakings, it is judgment that counts.
Above all, if surgery be considered with any seriousness, let there be no procrastination, for delay is indeed fraught with danger. Early enterprise is the prelude to success. Dr. T. Izod Bennett: Mr. Gordon-Taylor emphasized an important point when he said that the cases in which surgical aid should be sought, or consultation between physicians and surgeons immediately arranged, are essentially those in which we have clear indication that the bleeding is coming from a chronic ulcer, and especially those in which there is a stenosis either of the pylorus or in the duodenum. In actual fact, however, one finds that these form a small proportion only of all the cases of hwmatemesis to which one is called. The figures which Mr. Gordon-Taylor showed are in some ways deplorable, but if we are to keep our sense of proportion in such a discussion as this we must, at the outset, remember that the cases of hw,matemesis admitted to any general hospital constitute a select and special class. I would ask my surgeon-colleagues to give careful consideration to this suggestionthat by far the greater number of those cases should never have been admitted to hospital at all. There are few types of emergency with immediate threat to life in which the consulting physician is called in with greater frequency than in those of severe intestinal haemorrhage. H88matemesis and severe meleena, with collapse, constitute a large proportion of the emergencies to which I am called in consultation. I do not see these cases in hospital, I see them mostly in the London suburbs.
The first thing I say is " On no condition must this patient be moved." I do not say it as a plea for medical rather than surgical treatment; I say it in order to emphasize the fact that patients who are admitted to a hospital on account of hmmatemesis are brought there either througb mistaken judgment or because the home circumstances were such that it was impossible to look after them outside hospital. There can be no more difficult decision than to move a patient whose life is in danger owing to bleeding from some intestinal lesion. For the same reason the emergencies by which a surgeon is confronted with the question of operation or not, are essentially of the worst prognosis. And that is why it is unfair and misleading to quote statistics as to the mortality following operation for haematemesis and the mortality after medical treatment. It is obvious that the surgeon will not be called in if the case appears to be one of a mild hbematemesis with a likelihood of recovery, therefore it is absurd to quote results of surgical, as opposed to medical, treatment in those cases. But, with those reservations-and they are serious reservations-I agree with Mr. Gordon-Taylor that in cases of h38matemesis with obvious risk to life, whenever there is an obvious history of previous gastric ulcer, or where there is obviously pyloric or duodenal stenosis, there should be close consultation between physician and surgeon, possibly with a bias in favour of surgery.
In my own experience I can trace seven deaths in the last ten years in cases of hamatemesis. In all of them the ultimate diagnosis was known. One of them was an example of a rarity to which Dr. Abrahams has referred-a case in which an aneurysm had ruptured into the duodenum. Two were cases of marginal ulcer following the operation of gastro-enterostomy many years previously; one was a case of Banti's; disease, one a case of cirrhosis of the liver; one was a case of cerebral thrombosis following a severe hsmatemesis, which would clearly have had a fatal issue in spite of treatment and did so end three days afterwards, and in the last the patient would possibly have been saved if surgery had been employed early. But when I set this instance in which the patient might have been saved by surgical experience and skill, against the 200 or 300 cases of hwmatemesis which I have seen in that ten-year period, I feel, naturally, that the indications for surgery are exceedingly rare.
Next I should like to say what I consider the proper method of treating these cases medically. It is not fair to assume, when one sees a series of deaths after non-operative treatment, that these cases have been correctly treated. Any case of hematemesis should be regarded as a grave medical emergency, and should be treated with the same meticulous care as that with which every surgeon treats a case after a severe abdominal operation. It is only after several days have passed that the physician can feel otherwise than extremely anxious about such a case, and I fear that the patients in these cases, especially if the actual amount of blood vomited has been enormous, are often treated with a lack of care which, in my opinion, amounts to levitv. The first step in such medical treatment consists in forbidding anything to be taken by the mouth-if the condition is at all dangerous-for from thirty-six to forty-eight hours. The next step is the administration of morphia, or some drug of the narcotic group, in sufficient dosage to cause twilight sleep; not only sufficient to tide the patient quietly over the first twenty-four hours, but to keep him in a condition in which he is not only not suffering from absence of food and drink, but is unaware that these have been withheld. Such a patient requires the most careful nursing, night and day, with regular rectal administration of saline. Afterwards, first fluid is given, and then solid, in a cautious manner, with continual examination of the stools for occult blood, and observation of the pulse-rate for signs of recurrent heemorrhage, &c.
I will not dwell further on the medical details. We are only too well aware of the atmosphere of panic and despair in the household when we are called to one of these desperate cases; on all hands there is the feeling that " we must do something." Certainly there is much to be done, even if it is mainly of a negative character. But it is only rarely that that "something " should be a surgical operation. Even if it should be, most surgeons and physicians, seeing a patient in bed at home where the haemorrhage has occurred, would agree that it is better to face the risk of a recurring hamorrhage without moving him, than to move him so as to put him into better operative circumstances.
A minor point in technique is that when we begin, cautiously, to give fluid nourishment, not milk or glucose lemonade should be given, but isotonic saline by the mouth. It is only when we are satisfied that the stomach is not filling-up owing to pyloric stenosis and that the pulse-rate does not show a recurrent haemorrhage, that we can proceed to give foods of higher nutritive value.
Mr. John Morley: Dr. Robert Hutchison's prophecy in 1924 (that in another ten years, the practice with regard to haematemesis would have swung round in the direction of early surgical intervention) has not I think been entirely fulfilled by events, but it is fitting that we should consider whether any fundamental changes in the situation have arisen during the past ten years.
It appears to me that two new factors of some importance have emerged. In the first place, while no great advance has been made in the technique or the physiological principles of blood transfusion, the organization of efficient transfusion services in every large city has given us a much readier opportunity of tiding patients over the immediate danger of death from hwmorrhage. And in the second place, the great advance in the knowledge of hLematology and in the treatment of the secondary anamia that follows hemorrhage, enables us more surely and rapidly to restore patients who have suffered from the less grave forms of hwmatemesis to a condition in wbich the surgeon is not afraid to operate.
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We are all agreed that hemmorrhage from acute ulcers is better left to the physicians, not because none of these patients will die, but because most will recover, and surgical intervention will jeopardize rather than help their chance of recovery.
It is only in dealing with htemorrhage from chronic ulcers that there is legitimate room for difference of opinion. The mortality rate in cases of chronic ulcer admitted to hospital on account of hematemesis is, I believe, considerably higher than has been generally admitted. Out of 249 such cases admitted to the Birmingham General Hospital, Bulmer records twenty-nine deaths-a mortality of 11l6%. Out of 330 such cases admitted to the Manchester Royal Infirmary and treated in the medical wards during the last ten years, there were forty deaths-a mortality of 12-2%. I quote these figures with some reserve, as post-mortem verification of the clinical diagnosis was not always obtained, and some cases of cirrhosis of the liver and cancer of the stomach may have been included. But if we may consider that of all cases of chronic ulcer admitted to hospital on account of hematemesis, the mortality rate on medical treatment is somewhere in the region of 10%, it must be admitted that the problem of reducing that mortality is one of gravity and urgency.
Can we recognize with reasonable certainty the presence of a chronic ulcer in a patient suffering from haematemesis? I believe -that we can, if there is a long history of periodic attacks of pain, coming on some long time after the taking of food, and relieved by taking food and alkalies, but I believe also that no detail in the clinical history will tell us with any degree of certainty whether the ulcer is gastric or duodenal. The length of time that has habitually elapsed between the taking of food and the onset of pain will certainly not help us, for most gastric ulcers resemble duodenal ulcers in showing a latent period of two or three hours after food before the onset of the pain. Nor is the predominance of hmmatemesis or of melaena an infallible guide, since duodenal ulcers often cause hEematemesis first, and occasionally a gastric ulcer gives rise to melaena alone.
X-ray examination is not to be thought of within a short time of a haemorrhage, on account of the grave risk that it may cause the bleeding to begin afresh.
What should the surgeon do when he is confronted with a patient who is vomiting blood profusely from a chronic ulcer, or who is blanched and collapsed from a recent hmorrhage ? I do not believe that we can answer the question by statistics, or that any rule can be formulated that will be a sound guide in every case, but in making our decision we must remember two facts. In the first place, post-mortem examinations in these cases usually show a large vessel, commonly an artery, lying open in the ulcer, and secondly we have the clinical experience that in the fatal Cases the patients do not die as a rule after the first hemorrhage, but, as in cases of secondary heemorrhage from an artery elsewhere, they succumb to a series of severe bleedings. I believe that one should never operate on a collapsed and exsanguinated patient. To do so, is, in my judgment, likely to prove disastrous. Nor, however, do I believe that we should resign the case to the physician with a polite intimation that if all goes well we will do something in ltwo or three months time. If we do, as I have seen to my sorrow, the patient may die within two or three days from a further haemorrhage.
After a really severe haematemesis, one should operate as soon as it is reasonably safe to do so. How can we render the patient safe for an operation in the shortest time possible? An early blood transfusion is the most urgent measure, repeated a few hours later if need arises, and supplemented by rectal, and if necessary, subcutaneous or intravenous saline. But I think a period of sleep under morphia is also essential and of course no fluid must be given by the mouth. By these measures in twelve or twenty-fours we can often secure a remarkable improvement in the circulation. When the pulse has come down to the 80's, with a good volume, and the patient's colour has improved in proportion, I think if the hemorrhage has been a really grave one, it is safer to operate than to wait. One is always tempted to wait a little longer, in the hope of making it safer still, but I have more than once had occasion bitterly to regret too long a delay. But let me say again, unless we can secure this favourable condition of the circulation, I believe that operation is too risky and is a counsel of despair.
If then it has been decided to operate, what should our operation be? Indirect measures, such as gastro-enterostomy alone, are far too likely to be futile. I remember a man on whom I performed a simple gastro-enterostomy many years ago for a duodenal ulcer with melana, who continued to have recurrent ha3morrhagesat intervals of six months or so for years afterwards. The only satisfactory measure is to secure the bleeding vessel, and this object is most readily attained by some form of excision of the ulcer. In the case of gastric ulcers this presents, as a rule, no difficulty, except in the ulcer very high up on the lesser curvature.
Whether the operation consists of local excision of the ulcer combined with a gastro-enterostomy, or, as I usually prefer, a Schoemaker type of gastrectomy, is relatively unimportant. What matters is that the bleeding vessel should be secured.
In the case of duodenal ulcers the problem is more difficult. Anterior duodenal ulcers can be excised fairly easily, but the form of duodenal ulcer that most commonly causes fatal haemorrhage is the large posterior ulcer, deeply invading the head of the pancreas, and eroding a considerable branch of the gastroduodenal or pancreaticoduodenal arteries. In some of these an attempt at excision may involve danger to the common bile-duct or hepatic artery, and where this is so I prefer to tie the gastroduodenal artery close to its origin from the hepatic, and often to tie the pyloric artery as well, combining these ligatures with a posterior gastroenterostomy.
I will venture to make one somewhat controversial statement on the question of choosing the right moment for surgical intervention in these cases of hematemesis from chronic ulcer. I hope that I shall not be suspected of advocating indiscriminate operations if I express my belief that the surgeon alone has the particular type of experience that makes it possible to decide when the patient can stand an operation. The closest possible co-operation between the physician and the surgeon is, however, needed in dealing with these cases. In supervising the repeated blood transfusions that may be necessary and the frequent ha3moglobin estimations that are certainly required, it is just as important to have the services of an experienced physician as it is to have an experienced surgeon where an acute perforation of an ulcer is concerned.
I.ives are undoubtedly lost in some cases by leaving these patients at a time of grave crisis in the care of hospital resident officers of inadequate experience.
The only place for surgery in the treatment of hBemorrhage from acute gastric ulcer is as a measure of prevention. I am sure that occasionally, though rarely, chronic or subacute appendicitis may give rise to hematemesis, presumably by small erosions of a septic nature. The hEemorrhages may be alarming and recurrent but seldom grave, and removal of the appendix at a safe interval will put a stop to them. I do not refer to the cases in which the appendix is a little thickened or adherent or fibrosed. I am entirely sceptical of the occurrence of gastric hiemorrhage due to that type of appendicitis. I allude only to cases in which the appendix is found greatly swollen, red and congested, though usually there is no history of a recent acute attack of appendicitis.
Early post-operative h.amatemesis. -Where a serious degree of early postoperative heematemesis occurs, assuming that the surgeon has dealt adequately with the ulcer, we can only ascribe it to a failure in-surgical technique. Bleeding from a suture-line is always due to the sutures being placed too far apart, and not sufficiently tight, so that some considerable vessel escapes their grip. I believe that the mucous loop-stitch is particularly liable to give trouble. It was my custom at one time to use this stitch for rounding the corner in a gastroenterostomy, but some years ago I lost a patient fromt post-operative hmmorrhage, and post mortem a vessel was found at one end of the anastomosis which had escaped my mucous loop-suture and had caused the bleeding. From that time I have used a running stitch to round the corner. I am aware that some surgeons, not having had just such an experience, will say that the mucous loop-stitch is safe. I can only record the mistake which cost my patient his life, and mention the effect which it had on my technique. But I will admit that much the most important point is to insert one's sutures sufficiently close together.
There is one other possible source of early post-operative hemorrhage that should be mentioned. It is the custom of many surgeons when performing a gastroenterostomy for duodenal ulcer, to invaginate the ulcer by a row of sero-muscular stitches placed trawnsversely, in cases in which the ulcer is not excised. My colleague, Mr. Rayner, tells me that he has seen a case of grave post-operative hsmatemesis after this procedure. He believes-and it seems to me probable enough-that the invagination by sutures of the duodenal wall tore open the crater of the ulcer and ruptured a vessel already eroded by the ulcer. If the main purpose of such an invagination of a duodenal ulcer is as a safeguard against perforation, this can be obtained as surely by stitching omentum over the ulcer, without any risk that bleeding may be caused.
Remote post-operative hEemorrhage is usually from an anastomotic ulcer, either on the line of the anastomosis or in the efferent loop of the jejunum. These ulcersoften on the posterior margin of the stoma, and associated with great hypertrophic fibrosis-provide, even under the best conditions, a searching test for a surgeon's skill. I am never disposed to operate on such a patient until the aneemia resulting from the haemorrhage has been cured, for I know he will need the best quality of heart and blood if he is to stand successfully the severe operative procedure that will certainly be necessary. Nor would I operate on such a patient at all if I thought there was still a reasonable chance of a cure by medical means.
Diseases of the spleen.-I have little to say on the subject of hbmatemesis associated with disease of the spleen. It is now generally recognized that in thrombocytopenic purpura nothing short of splenectomy may avail to stop the repeated hamorrhage from the stomach and elsewhere, and also that the spleen in these cases is not necessarily enlarged. It seems probable that more frequent thrombocyte estimations and the use of the stasis test would show that some of the cases regarded as cases of acute gastric ulcer or gastrostaxis fall into this group.
In two cases of splenic ansemia associated with repeated hematemesis, both with a moderate reduction of the thrombocyte count, in which I performed splenectomy at the urgent behest of a physician, in spite of some improvement in the patient's health, the hbmorrhages have been repeated at intervals since the operation over a period of more than two years. I conclude that when cesophageal varices have formed in such cases splenectomy does nothing to cure them.
Dr. R. S. Aitken: The main choice in the treatment of hbomatemesis lies among three courses: (1) purely medical treatment (of which the essentials are rest and morphia), (2) medical treatment plus blood transfusion, and (3) surgical treatment.
In the majority of cases the hbvmorrhage is not severe enough to threaten life, and such patients are properly treated medically; they recover. The grave cases, however, constitute a problem, and when statistics and case records are discussed, some attempt should be made to separate these from the milder type. I have made such an attempt in examining the London Hospital records of the past five years. Out of 253 cases of bleeding from stomach and duodenum, 61 may be distinguished as grave cases, on the ground of reduction of red cells to 2,000,000 or less, and of haemoglobin to 20% (Dare) or less, or on clinical evidence of a similar degree of exsanguination. Of these 61 patients, 25 died; the mortality was heaviest among those treated on purely medical lines, least among those treated medically and transfused, and intermediate in the group in which the abdomen was opened. The figures are so few, and the varying circumstances and features of different cases are so many, that no final conclusions in a scientific sense are justifiable. But two definite impressions are conveyed: first, that the actual mortality among cases treated medically is by no means negligible, and second, that the best course in the management of cases of grave bleeding is to treat them on accepted medical lines and transfuse once or oftener, resorting to surgery only if repeated transfusion fails to initiate recovery. This is substantially the attitude to the problem which Hurst adopted in 1928 in his book on " Gastric and Duodenal Ulcer."
Professor C. A. Pannett: It is eloquent of the difficulties surrounding this subject that none of the openers of the discussion have definitely decided whether, when a chronic gastric ulcer is bleeding, the treatment should be medical or surgical. I believe that is partly because the statistics, as several speakers have already said, are concerned with series which are not comparable. They are compiled so differently that one set of figures points one way, and another indicates a contrary policy.
What is particularly noteworthy is the fact that the hbmorrhages are secondary, i.e. hemorrhages likely to be repeated. I differ absolutely from those physicians and surgeons who think that surgery should be reserved for cases with repeated hwmorrhages and that only when patients have become worse and worse, and their hbmoglobin has been reduced to 20%-i.e. when they have lost 80% of their hemoglobinshould surgery be resorted to. These are the cases in which surgery should be absolutely excluded from the treatment. I feel that when it is known that a man has a gastric ulcer, surgery should be considered from the beginning of a hmmatemesis. By this I do not mean that every case should be operated upon when first seen, but that one should make up one's mind whether to follow a surgical or an exclusively medical plan. I am guided roughly by the amount of blood the patient has lost. If an effective operation is going to be performed, it will probably need to be a severe abdominal one, and an exsanguinated man is not in a state to stand it. Therefore, the haemoglobin should be estimated, and when the patient has lost 50% of his blood, any surgery contemplated ought to be carried out without delay. Up to that point it is, perhaps, possible to bring about a cure by medical treatment, especially by blood transfusions, and it is advisable to try to do so. Sometimes it is possible to do big gastrectomies with a hiemoglobin estimation of 48%, even without blood transfusion, but when a man has had a sudden hbmorrhage he is in a precarious state.
Also I feel strongly that operation should never be performed during the collapse which immediately follows a big hbmorrhage; it is of no use to operate on a man who has suddenly lost a good deal of blood and whose pulse-rate is 110; he must be allowed from twelve to twenty-four hours to recover from the primary shock.
Lastly, as to the surgical procedure which may be decided upon. This should be the smallest possible, provided the bleeding point is ligated. Usually this means an excision, and the quickest partial gastrectomy for an ulcer of the lesser curvature is a sleeve resection. In the case of some of the ulcers which penetrate the pancreas, the quickest thing is to get into the lesser sac of the peritoneum and cut the ulcer off the pancreas, leaving the base there, and then to invaginate the margins of the ulcer. At the time the operation is carried out the haemorrhage has often stopped and a clot has formed in the vessel; if the ulcer surface is removed from contact with the gastric juice the bleeding is unlikely to be re-started. I have carried out this procedure successfully in the cases of two exsanguinated patients.
In dealing with the duodenum one is up against great difficulties, because excising a posterior ulcer in this situation is a long procedure, and I have only twice carried it out for hamatemesis, a few hours after the onset-both times with success.
Dr. George Graham: I agree with Dr. Izod Bennett that these haematemesis patients, as a rule, recover if left without surgical attention. I intervene only to submit a point about the figures Dr. Aitken has mentioned. If one has to treat a person with severe himatemesis, it may be necessary to give not merely one transfusion, but two or three; one of my own patients had six transfusions. The difficulty the physician finds is in making up his mind as to whether the patient has been given enough blood in the first transfusion. Though he may be ill, his hwemoglobin may be 60% or even 80%, even after the loss of so much blood. The kind of case I am specially interested in is that in which the patient has lost much blood and the hbnmoglobin has fallen to 40% or below. That means that the patient must be given blood. In some of these cases, on the day following the transfusion, the hemoglobin reading was lower. It might be thought that this was because there had been more bleeding, but there was no good evidence of this. In one of my cases the drop was to 33%, in another to 29%. I believe it was because the patient was able to dilute the blood and restore the normal blood volume. The haemoglobin reading should be taken before the transfusion and immediately afterwards, to -ascertain how much the haemoglobin had risen, and then should be repeated next day. After 600 c.c. of blood the hiemoglobin may rise from 38% to 50%; and when that figure is reached I leave tne patient alone. But if the haomoglobin either has not gone up or has gone down, the patient needs a second, possibly a third, transfusion. In the presence of a severe hbmatemesis, two or three transfusions greatly improve the general condition of the patient, and in many cases would save life.
Mr. Herbert Paterson said that in cases of acute h8ematemesis surgical interference was unnecessary, as with adequate medical treatment in very few was there a fatal issue. At a later period, when the patient bad recovered from the results of the hmemorrhage, operation could be undertaken with much greater safety and with greater prospects of success.
Ten years ago he had given details of a series of 124 cases of severe haemorrhage with no immediate deaths. Most of the patients had been under the joint care of either Dr. Soltau Fenwicke or Dr. Parkinson and himself. In most of these cases operation was performed at a later date, with a mortality rate of 2-5 per cent. At that time, Dr. Soltau Fenwicke stated that he had never seen a fatal instance of hmmorrhage from a gastric or duodenal ulcer. Since then he (the speaker) had not been so fortunate, as he had lost three patients from acute hmmatemesis. These three cases were of some interest. One was a case in which hbemorrhage occurred nearly ten years after gastro-jejunostomy for duodenal ulcer. The patient had remained quite well until he had a sudden severe hbmorrhage and died within fortyeight hours. At the autopsy no cause whatever for the bleeding could be discovered. Obviously, therefore, operation would have been futile. One of the other cases emphasized the importance of complete rest. This patient was admitted after two or three severe heamorrhages, and with medical treatment did well for ten days. Then one afternoon he reached out of bed to pick something off the floor, and shortly afterwards had a further hmorrhage and died within a few hours.
These cases had not in the least shaken his belief that such cases were best treated medically. He had never operated earlier than two or three months after the ha3morrhage.
He considered that the outstanding need was absolute rest, not only physical rest but as complete rest as possible for the stomach. The teaching of Lenhartz. that patients could be fed on egg and milk immediately after a severe haematemesis, had done much harm. The stomach required rest, and nothing should be given by the mouth for at least three or four days. When he heard of high mortality rates in cases treated medically, he could not help wondering whether the medical treatment was really adequate and thorough. If the patients were kept absolutely at rest, physically and mentally, no food being given by the mouth, and repeated small doses of morphia and saline and glucose being administered by the rectum, the mortality rate was very low, far lower than any results obtained so far by surgical interference.
Some of the speakers appeared to suggest that in cases of haematemesis from an ulcer, operation should be performed immediately or within two or three days. This seemed to beg the question In any given case, how did one know that the bleeding was from an ulcer ? Post-mortem observation indicated that this was a comparatively rare event. In the great majority of cases the bleeding was due to a general oozing from the gastric mucosa, and this was particularly the case in duodenal ulcer associated with high acidity.
He believed that surgical interference in cases of acute hLematemesis was unnecessary, and rarely, if ever, justifiable.
Mr. Gordon-Taylor (in reply) said he agreed with Mr. Paterson as to the haemorrhage sometimes following cases of suture of a perforated ulcer of the stomach or the duodenum. Apparently the operation had succeeded, then hBemorrhage occurred. They were calamitous cases, for the patients died, whether they were dealt with surgically or medically. On two occasions of the kind he had resected part of the stomach, and when sections were cut he found parenchymatous oozing over the whole of the gastric mucous membrane.
The Chairman said that the discussion had been concentrated on the best treatment of a patient with gastric or duodenal ulcer complicated by bhematemesis. There seemed to be general agreement that the indications for surgerv were rare. It had been emphasized that people suffering from hwmatemesis should not be moved, and that many of these patients who came to hospital ought not to have been sent. The fact remained, however, that many still did come, and a proportion-he did not know the exact proportion-died. From a survey of the cases which came to the post-mortem room it seemed clear that a small proportion might have been saved by operation.
The next point which had been agreed on was, that blood transfusion had helped' both medical and surgical treatment in a certain number of cases. Blood transfusion, properly carried out and repeated, might bring patients back to a condition in which it was possible to operate, whereas before the transfusion, operation would have been fatal.
There was a difference of opinion as to the stage at which treatment should be undertaken. Most of the surgeons were emphatic in favour of operation-should operation be decided upon-after the first hemorrhage, and not as one speaker had said, as the last resort.
Patients with hamatemesis from gastric ulcer were suffering from secondary bhmorrbage, with which surgeons were familiar during the Great War. After two or more hbemorrhages the risk to life by any operation was increased, and therefore, if surgical treatment was contemplated it should be given early.
The next point arising was the character of the operation, should surgical treatment be performed. One important principle became clear, namely, that whatever the operation done, the surgeon must find the bleeding point and tie it.
There were a certain number of cases in regard to which it needed a nice judgment to determine the right treatment. Clearly there was no golden rule.
